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Teamwork Failures Noted in Malpractice Claims

by Heidi Groff, RN, NP, MPH

Heidi Groff is a Loss Prevention Specialist for Risk Management Foundation of the Harvard Medical Institutions

P atients disappointed with their medical care are
unlikely to file a malpractice lawsuit citing “poor
teamwork.” What they do allege is that they suffered a
diagnostic or treatment error due to poor coordination
of care, or that they were harmed because of inadequate
communication.

A significant proportion of those communication and
coordination errors stem from suboptimal teamwork,
particularly when patient information is (or should be)
“handed off” from one caregiver to another. Pinpointing
key opportunities for teamwork improvement, especially
the best hand-off practices, is the goal of this Forum issue.

Under the coding scheme Risk Management Foundation
(RMF) uses to capture data from claims and suits against
CRICO-insured providers,t hand-off errorsare notalways
readily identifiable. This broad issue is frequently ob-
scured by other causative factors such as inadequate
supervision, poor clinical judgment, failure to diagnose,
technical errors, or even wrong site surgery. Neverthe-
less, over the past decade, more than 300 CRICO cases
involving inadequate communication or coordination at
points of patientinformation hand-offs resulted in nearly
$100,000,000 in payments and defense costs.

When one begins to review any subset of these hand-off
cases, it is apparent that, in virtually all of them, the

outcome could have been improved by enhanced team-
work skillsamong clinicians.

Differing Ideas on Teamwork and Communication

Clinical hierarchies generally afford physicians the great-
est breadth of knowledge in patient care. But, they cannot
and do notknow everything. Medical students, residents,
nurses, and support staff often hold a critical piece of

information, have a “gut feeling,” or observe a pattern

that they have seen before. Unfortunately, if the stage is
not set for collaborative practice and good team commu-
nication, that important piece of information is not

shared. Hand-offs across disciplines do not occur and

information is lost.

For example, in arecent case, a labor and delivery nurse
had a “bad feeling” about a fetal heart rate pattern for
over an hour. She was unique among the care providers
because she had the most current information about the
fetal status. The nurse recalls that she very directly told
the covering obstetrician that she was concerned. The
physician’s memory was less clear about the urgency that
the nurse identified.
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The nurse had not worked often with the attending

physician and was not particularly comfortable asserting
herself. Although she was frustrated, and was worried

about the mother and baby, the nurse decided to go

along with the physician. Additionally, she did not esca-
late her concerns to the supervising nurse or physician

chief. Ultimately, she finally stated that the mother needed
to have a cesarean section—identifying a pattern and

solution that she had seen before. The outcome of the
birth was a non-viable fetus.

The results of this case may have been the same regardless
of teamwork skills. That, however, does not alter the fact
that this attending physician and nurse—a team of two—
were not familiar with each other, and were not working
together effectively. Here are some teamwork compo-
nents missing from this case, and many similar incidents:
= respect for each other’s clinical assessment;

= portable team skills that rely on procedure, rather
than personal familiarity;

= comfort in communication and a sense of safety in
asserting an idea;

= use of conflict resolution resources;
= ashared plan of care; and
= flexibility in managing the patient.

Improving some aspects of team performance may not

require a complex education or training regimen. Clini-
cians can use the following simple notions to address

many teamwork shortfalls:

1. Know the names of the people with whom you work.

2. Know their skill sets and expertise.

3. Share your plan of care with residents,
nurses, and support staff.

4. Establish and maintain leadership in a
critical situation.

5. Invite other team members to watch for
errors/omissions.

6. Listen to and respond to suggestions
from nursing support staff.

7. Share mistakes.
8. Applaud good work and success.
9. Debrief after events.

Continued on next page
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Surgical Team Forgets a Foreign Body

A 29-year-old woman required follow-up surgery to remove a piece of clamp after a cesarean section.

by Heidi Groff, RN, NP, MPH

Heidi Groff is a Loss Prevention Specialist for Risk Management Foundation of the Harvard Medical Institutions

Clinical Sequence

The patient was admitted for a repeat cesarean section.
Thescrubtechnicianandthe circulating nurse performed
the initial instrument count and visual inspection. Noth-
ing unusual was mentioned.

Shortly after the cesarean section began, the scrub tech-
nician was exposed to body fluids via a splash and had to
leave. A second technician scrubbed in and, upon re-
quest, handed the resident assisting the operation an

Allisclamp. When the resident could not effectively grasp
with it, he noticed approximately one inch of the clamp
to be missing from the tip. The resident handed the

clamp back to the scrub technician, stating that it was

broken, and asked for another.

Neither the resident nor the scrub technician mentioned
the lost tip to each other or anyone else on the team. The
residentthen became distracted from tracking the lost tip
by excessive bleeding and the need for additional anes-
thesia. After delivering the infant and
controlling the bleeding, the attending
was called to an urgent cesarean section
elsewhere. The resident closed.

After the patient was returned to the

recovery room, the resident ordered a
KUB, which detected a foreign body.

The patient was returned to the operat-
ing room for a second surgery that was
prolonged when a requested fluoro-
scope was not immediately available.

Continued from previous page

From the Theoretical to the Pragmatic

Understanding the challenges of teamwork in health care
beginswith the realizationthat, while medical practice islike
no other industry, much can be learned from other work
cultures (e.g., creating an environment in which we can
openly learn from our mistakes). Despite ingrained barri-
ers, many practicing cliniciansand departmentsare forging
ahead by training and using behavioral skills to improve
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Teamwork-related Discussion Points

Distractions, multiple demands, and workload pressures often build up
unnoticed in the complex environment of the OR. In this case, several small
teamwork-related errors contributed to the larger mishap of the team losing
track of the broken clamp piece which in turn led to this patient requiring
a second surgery and prolonged length of stay. Errors include:

Communication: Any information the first scrub technician had about the
faulty Allis clamp was not shared as he left after the splash. The second scrub
technician assumed that all the instruments were intact when she handed
them to the resident.

No Shared Understanding: Due to the pace of the procedure and more
urgent responsibilities, neither the resident nor the scrub technician shared
the information about the broken clamp (or the potential of a foreign body
being left in the abdominal cavity) with the nurse or the attending. As a
result, that information was unavailable to others on the OR team.

Unclear Roles: No one person took responsibility for managing the lost
piece while other team members were managing other clinical issues.

Supervision: The leader of the team was assumed
to be the attending, but—as he was unaware any
problem existed—he did not inform others or lead
the team to resolution. When the attending left, the
resident’s focus shifted to finishing the operation.

Debrief: No one conducted an information closure
(i.e., readback or pause to ensure that outstanding
issues were addressed) prior to the close of the case.
An opportunity to resolve the broken clamp/missing
piece issue was missed.

System Issue: The policy for obtaining an X-ray
whenever there is question of a retained foreign
body was not invoked because the issue was never
brought forth during the case.

their teams. Does teamwork make a difference in patient
outcome? The following articles can provide a framework,
from the theoretical to the pragmatic level, for answering
thatquestion. m

Note

1 Harvard-affiliated physicians, hospitals, and their employees are insured for professional
liability by the Controlled Risk Insurance Company (CRICO).
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Can Teamwork Enhance Patient Safety?

Eduardo Salas, PhD; Dana E. Sims; Cameron Klein; & C. Shawn Burke; Department of Psychology & Institute for Simulation

and Training, University of Central Florida

Dr. Salas is a Professor of Psychology at the University of Central Florida where he also holds an appointment as Principal Scientist for Human Factors at the Institute

for Simulation and Training.

Yes, teamwork can improve patient safety. In fact,
patient safety depends on it. Every day, teams of

medical professionals make important decisions and ac-
tions regarding diverse and complicated treatments that
affectthe livesand well being of patients. These decisions
are made in a complex environment that often involves:

= rapidly evolving, ambiguous situations;
= complex, multi-component decisions;
= information overload,;

= severe time pressure;

= severe consequences for error; and

= performance/command pressure.!

Medicine has responded to this complexity by becoming
specialized. However, although each clinician has exten-
sive skills in his or her own specialization, it is the
coordination among those skills that make the quality of
the patient’s treatment a seamless success. Communica-
tion across multiple units, physicians, nurses, and others
becomes vital to ensuring that accurate and complete
information is available, properly exchanged, and regu-
larly updated.

Researchersand medical professionalsagree that patient
treatment and safety is improved through interdiscipli-
nary teamwork.2 Policy makers and professional bodies
have also been promoting teamwork as the preferred

model of practice.>* The reality, however, is that team-
work occurs infrequently, is fraught with difficulties, and
ismisunderstood. For example, teamwork is often thought
of as a program that administrators implement so every-
one will like each other.® That assumption is overly

simplistic: teams operating in complex medical environ-
ments need to do more than simply “like each other.”

What Teamwork Is

Teamwork is a set of interrelated behaviors, cognitions,
and attitudes that combine to facilitate coordinated,
adaptive performance.® Teamwork is distinct from task
work (i.e., operational skills). Both are needed for team
effectiveness in complex environments, but knowledge
and skill at the task are not enough. Effective teams have
members who anticipate each other’s needs; they can
coordinate without the need to communicate overtly.
Such implicit communications are vital in high stress,
time-restrictive environments.
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High-performing teams develop a sense of collective
efficacy and “teamness.” The individual members recog-
nize their interdependence and believe in the ability of
the team to solve complex problems, in this case to
provide superior health care for patients. Further, effec-
tive teams optimize their resources. They are self-correct-
ing, compensate for each other (i.e., provide back-up
behaviors), and reallocate functions as necessary.

Finally, effective teams recognize potential problems or
dangerous circumstances and adjust their strategies un-
der stress (any trauma team member can tell you that

things don’t always go exactly as planned). When devia-
tions in normal procedures occur, medical team mem-
bers must be able to adapt to the dynamic nature of the
situation. Teamwork is the mechanism by which this

adaptation can be facilitated.

What Teamwork Is Not

Teamwork is not an automatic consequence of placing

people together. Teamwork does not require that you

like or “feel close” to your team members. Teamwork

depends on awillingness to cooperate for a shared goal.
In the health care field, that goal is maintaining the

patient’s health status and avoiding errors. Teamwork

also does not require that you work with team members
onapermanent basis. Teamwork is sustained by a shared
set of teamwork skills, rather than permanent assign-
ments that carry over from day-to-day.®

Although teamwork is often discussed in relation to

medical professionals interacting in crisis situations, it is
as imperative in daily routines as it is in emergencies.

Teams that work well together in routine situations have
already dealt with many of the interpersonal and organi-
zational conflicts that often arise. These teams not only
experience fewer crises, they manage these crises more
effectivelywhen they do occur.”2 However, medical teams
seldom maintain permanent, static membership. We

need to understand the teamwork knowledge, skills, and

attitudes (KSAs) that will transfer across teams and situa-
tions. Those that will benefit even newly formed teams

include shared task models, adaptability, performance

monitoring, and back-up behavior.

Continued on next page
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Can Teamwork Enhance Patient Safety?

Continued from previous page

What Do Teams Think, Do, and Feel?

Teamwork requires the KSAs that allow interdependent
coordinating action toward a shared goal. In the health

care field, that goal is patient well-being through the

maintenance of health statusand averting health deterio-
ration. By understanding the value of multidisciplinary
contributionsto teamwork, patient care, and safety—and
thewillingnessto crosstradition-based role boundariesto
improve patient care—teamwork can become embedded
in the health care field. On the other hand, interdiscipli-
nary differences in the value of teamwork and percep-
tions of what teamwork encompasses may be the largest
impedimentto the acceptance of working cooperatively.®

Figure 1 suggests a model of team performance which
interprets teamwork as what team members think, do,
and feel. Team members need to know the strengths and
weaknesses of each other’s abilities in order to anticipate
and overcome difficulties. Team members must also
know the team’s mission, objectives, resources,and norms.
They must know the team’s tactical and strategic goals,
what resources are available to achieve those goals, and
what teammates expect of them in the process.

Further, team members must know how to sequence their
tasks, how to develop cue-strategy associations, and pos-
sess shared task models. For instance, the facilitation of
shared task models involves knowing the tasks, equip-
ment, team member interactions, and problems encoun-
tered in performance environmentsin order to generate
expectations and predictions about these systems. By

understanding the unique rolesand responsibilitiesofan

Figure1
Model of Team Performance
Team Performance

Knowledge SIS Attitudes

interdependent health care team (e.g., anesthesiologist,
nurse, attending physician), even newly formed team
members can quickly realize shared team models in a
dynamicenvironment.

Team members also need to do a number of things to
facilitate effective teamwork; certain behaviors and ac-
tions are necessary for effective team performance. First,
team members in health care settings must proactively
and reactively adapt to changing circumstances. They
have to use information collected from the task environ-
ment or situation to make adjustments in the treatment
plan or procedures. Next, team members must demon-
strate clear and concise closed-loop communication. For
this, team members must verify that sent messages are
both received by the intended party and interpreted by
the receiver correctly. Additionally, teams in complex
environments must monitor their teammates and pro-
vide back-up behavior, demonstrate strong leadership,
manage conflicts appropriately, make informed deci-
sions, and promote coordinated action by synchronizing
the team’s task requirements, material resources, team
member KSAs, strategies, and responsibilities.

Team performance also has an affective component;

health care teams must feel motivated to achieve the team’s
mission, objectives, and tasks. They must also have a

strong collective orientation and belief that the team can
cometogether tosuccessfully meet challengesthatare too
greatforanysingle individual to overcome. Further, team
members need a shared vision of the goals and mission
(improving patient safety should become acomponent of
thisvision). Finally, effective teams have cohesion
and asense of mutual trust. Team members must
be committed and attracted to the team as a

means for task accomplishment in the dynamic
environment of health care settings.

Doing, Feeling, and Thinking in Medical Teams
The dynamicand complexenvironmentinwhich
medical teams reside speaks to the application of
past research on what teams do, feel, and think.
Several specific behaviors, cognitions, and affects
that facilitate teamwork have been identified in
research on teams. Within that larger framework
isasubset of factors that are especially relevant to
medical teams (see Figure 2).

“Think” | | “Do” “Feel”
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Teamwork depends upon the ability of each team mem-
ber to 1) anticipate the needs of others, 2) adjust to each
other’sactionsand to the changing environment, and 3)
have a shared understanding of how a procedure should
happen in order to identify when errors are occurring—
and how to correct for those errors.

Adaptability refers to the ability to recognize deviations
from expected action and readjust actions accordingly.®
Similarly, others have defined it as a team’s ability to

“adapt their strategies according to the particular task
demandsat hand.”'! The overall benefit of adaptability in
medical teams is that it makes use of all the available
resources (e.g., expertise of each of the team members)
rather than following bureaucratic lines of authority that
may produce inefficiencies in time-pressured

environments.*? The importance of this skill is
driven by both the complexity and the interde-
pendent nature of such teams. Medical teams

meet both of these criteria. The work of interdis-
ciplinary medical teamsiscomplex, due notonly
totheidiosyncrasiesthe patients bringwith them,
but also due to staffing changes within a team

that can bring a host of interpersonal variables,
skills, and preferences that affect the team’s

functioning.

Performance monitoring allows team members
toactasasecond or third pair of eyes and ears by
monitoring each other in an effort to catch

mistakes, slips, or lapses prior to, or shortly after,
they have occurred. However, in order for per-
formance monitoring to be accepted by individu-
als it must be made clear that the purpose is to
improve performance and patient safety, rather
than to keep a record of mistakes for negative
intentions. The focus should be on continuous
improvement and development, not administra-

References

»

necessary. If shared awareness is not created, errors may
not be detected until they have resulted in adverse out-
comes (e.g., a deterioration of the patient’s status).

Back-up behavior can either be verbal feedback or behav-
ioral assistance. Shared awareness regarding the task and
the team also form the foundation for this skill. When
shared awareness is achieved, the determination of when
to “step in,” as well as who should step in, is made clear.
Shared awareness also assists in the delegation and
reprioritization of certain tasks. Even small shifts in
workloads, can minimize errorsdue to stressand overload.

Continued on next page

Figure 2

Team Knowledge, Skill, and Attitude Competencies

Performance Monitoring

Applying appropriate task strategies in order to accurately monitor the performance of
teammates, provide constructive feedback about errors, and offer advice for improving
performance.2b¢

Back-up Behavior

Ability to adapt to and anticipate other team member’s needs through accurate knowledge
of their responsibilities and the ability to shift workload among members to achieve
balance during busier periods.

Adaptability
Ability to adjust strategies based on information gathered from the environment through
the use of compensatory behavior and reallocation of intra-team resources. &9

Team Leadership

Ability to direct and coordinate the activities of other team members, assess team
performance, assign tasks, develop team KSAs, motivate team members, plan and
organize, and establish a positive atmosphere.!

Team / Collective Orientation
Propensity to take other’s behavior into account during group interaction and the belief in
the importance of team goals over individual goals.

tive or punitive actions.

A preventable adverse outcome is often made up
of many “trivial” errors. By reducing a subset of
those trivial errors, the adverse outcome may be
avoidedaltogether. Effective teamscomprise mem-
berswho monitor fellow members’ work to catch
and correct the small errors that can lead to big
problems. Thisshared awareness also allows team
membersto detect deficiencies or overloads® and
shift work responsibilities to others as it becomes
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How To Turn a Team of Experts Into an
Expert Team

Why does a highly trained set of individuals not always operate effectively
as a coordinated team?

The answer is not simple, but research on teams operating in complex
environments has provided some clues. For example, by focusing on the
process by which decisions are made, implications from naturalistic
decision-making theory have provided guidelines for improving the
decision making of teams operating in real environments. Training must
also be provided to actively detect errors, correct them, and then to
proactively embed the lessons learned into organizational processes.t

Training for medical professionals needs to clarify what errors need to
be reported, how and why errors should be reported, and encourage
prompt reporting to assist in making needed changes.? Respected

members of the staff (e.g., physicians, head nurses, etc.) must model the
expected behavior by admitting to errors and using their own experi-
ences as opportunities for the team to learn. They should also seek out
opportunities to promote teamwork and assist in effective teamwork
behaviors. Eventually, once all employees witness that the culture

provides a safe haven for admitting to, correcting, and learning from

errors, they will begin to report their own errors. The goal is to make
safety everyone’s responsibility.

Based on previous research,* we would suggest that a team of experts
can be turned into an expert team by:

= fostering shared (or compatible) mental models of the task and of
team member roles;

= training team members on teamwork skills such as situation aware-
ness, open communication, team leadership, adaptability, and com-
pensatory behavior;

= training adaptability so that tasks are not defined by status, but rather
the patients’ needs and the skills and abilities brought to the team;

= promoting closed-looped communication to prevent miscommunica-
tion and misunderstandings;

= providing team members with guided practice on skills needed to
perform under naturalistic conditions;

= developing simulations that allow team members to experience
different courses of action;

= |inking cue patterns to response strategies not only with regard to
tasks, but other team members;

= training (via demonstration, practice, and feedback) team members
on each others’ roles and on building realistic expectations about the
task requirements; and

= training team leaders to maintain shared situational awareness by
providing periodic updates to team members.

Clearly, some of these strategies are more or less relevant to some
teams, depending on the specific circumstances and deficiencies.

Equally clear, however, is the fact that simply throwing together a group
of experts will not result in optimal team performance. Teams operating
in complex environments require training in teamwork skills in order to
facilitate maximum performance and avoid unnecessary errors.

Can Teamwork Enhance Safety?
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The underpinning of back-up behavior isacceptance that
no one is exempt from human performance limitations
such as stress, sleep deprivation, or cognitive overload.
Traditional medical training conditions physiciansto feel
that they should have all the answers and are immune to
mistakes. Realistically, they are still human—susceptible
to the stresses inherent in their jobs and personal lives.
Through back-up behavior, errors made due to stressors
can be quickly corrected.

Making Medical Teamwork a Reality

Although a great deal of literature has suggested that

interdisciplinaryteamwork increases conflictand isfraught
with problems, this may be related to the fact that tradi-
tional medical training does not teach professionals to

collaborate, but rather to maintain a unidisciplinary per-
spective. The difficultiesarising from this unidisciplinary
perspective are due to differing values of each other’s

ability to manage treatment, differing visions of who is

ultimately responsible for patient care, and what team-
work is. Fortunately, onlyaminimum level of understand-
ing of fundamental teamwork processes is necessary in

order for basic cooperation to occur.’* Changes in how
health care professionals are trained to view teamwork

(i.e.,valuing the input of others, focusing on the benefits
attained by the patient) may reduce conflictand improve
team performance. Optimal interdisciplinary training

begins early in medical education.

The keytoimplementing interdisciplinary teamwork, and
seeing the benefits through error reduction and cost

savings (e.g., reduced length of stays and readmissions), is
knowing when a single medical provider is adequate and

when to implement team care. When the benefits of

teamwork are greater, health care institutions have the

responsibility to implement, support, and train their prac-
titionersto collaborate and cooperate, thereby improving
patient care. This belief must be ingrained in the organi-
zational culture in order for practitioners to buy in to the
ideathatteamwork delivers more effective patient-focused
service. Otherwise, effortsto maintain unidisciplinary care
structures will prevail, because they maintain the status

quo and leadership interests of key persons.®
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Improved teamwork—the seamless integration of mul-
tiple knowledge, skill, and affective competencies—is a
mechanism to improve patient safety and avoid errors.

Understanding the nature of teamwork and how its

interrelated components manifest themselves in terms of
cognitions, behaviors, and affects is critical to promoting
coordinated, adaptive team performance in increasingly
complexand dynamic medical environments. To answer
the initial question again, yes, improved teamwork can
improve patientsafety. =
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From Theory to Practice: An Interview with Dr. Michael Leonard

by Heidi Groff, RN, NP, MPH, and Thomas Augello

Heidi Groff is a Loss Prevention Specialist for Risk Management Foundation of the Harvard Medical Institutions. Tom Augello is Senior Editor, Multimedia for RMF.

ichael Leonard, MD has been deeply involved in

researching, writing about, and implementing patient
safety for several years. Formerly an Instructor in Anesthesia at
Beth Israel Hospital in Boston, Dr. Leonard is currently Director
of Patient Safety for the Colorado Permanente Medical Group
and is Physician Director of Patient Safety for Kaiser Permanente,
in Oakland, California. Forum recently spoke with Dr. Leonard
about the value teamwork adds to patient safety.

Forum: What is the link between patient safety
and teamwork?

Leonard: When clinicians don’t effectively communi-
cate, the risk of something going wrong increases sub-

stantially. Adverse medical events are frequently the
result of ineffective team communication: either not

having enough information, losing it across the transi-

tionsof care, or one clinician having a different “picture”
of what’s supposed to be done than others caring for the
same patient. Multiple people caring for a given patient
need a systematic process to facilitate communication
and keep everyone in the same “movie.”

What gets in the way of more effective teamwork
amongclinicians?
First, we have the historical mindset that people have

been trained to be expert individuals and act by them-

selves, i.e., if they’re trying hard, they can manage any

situation. Currently, the complexity of the care environ-

ment has evolved beyond the ability of any one person to
keep track and manage all that information. The new
reality involves learning in a different way, getting teams
of people together—physicians, nurses, pharmacists, and
others—and working with some fundamental techniques
to enhance communication and to ensure that they’re
going to deliver the right care.

What limitations affect clinicians as
individual caregivers?

One is multi-tasking—Ilook at the traffic accidents with
peopletryingtodrive and talk on cell phones, trying to do
two things at once. Another limitation is short-term
memory. An individual can mentally hold about five
pieces of information, but think of a clinician during a
busy day with the pager going off repeatedly, talking on
the phone, multiple people tugging on his sleeve, trying
to write in a chart, and the patients backing up. We’re
constantly exceeding the ability of our brains to manage
and capture all that information. The game has rapidly
changed around us and will continue to do so.
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We also know fatigue has a huge impact on the ability to
process complex information. Drew Dawson’s data indi-
cate that 24 hours without sleep is equivalent to a blood

alcohol of 0.10.! But physicians routinely work after

they’ve been on call all night, nurses work double shifts,

et cetera. Since fatigue certainly does affect their perfor-
mance—and their potential for error—we need to be

wiser about our staffing and how we schedule people.

Stress is another factor. In one study,? surgeons were
asked whether extreme stress, emergency situations, or
difficulty in their personal lives, affected their perfor-
mance. About two thirds said, “absolutely not.” The
human factors literature argues strongly to the contrary.
For example, we know that a well-trained physician,
nurse, or pharmacist, can take the correct drug vial off
the shelf 999 times out of 1,000 in a calm, relaxed
environment. Butinastressful environment, say a patient’s
had a cardiac arrest or somebody in front of them is blue
because they can’t breathe, the error rate may go as high
as 25 percent. Acute stress actively degrades perfor-
mance. The bestanswer we have istowork collaboratively
as a team with clearly defined goals so we can keep
ourselves and our patients safe.

How can clinicians manage their limitations?

Once we accept that we’re working in an environment
that often will surpass our individual capabilities, then we
can create a safer environmentwhere we can work collec-
tively, talk together, and have a common vision.

Here’sasimple example of setting the stage nicely before
embarking on a clinical challenge. We recently began
doing a new procedure, an endovascular aortic graft,
which involves putting a $20,000 graft inside a patient’s
aorta (instead of a traditional aortic aneurysm repair). It
isacomplex procedure: 15-20 people in the cardiac cath
lab—whichis notwhere we normally work—Iots of people
we didn’t know. When the chief of vascular surgery
walked in the room, the first thing he said was:

“I have no pride invested in this case. | just want to get it
correct. If any of you see me doing the wrong thing, or if
you have any ideas of how we can do this better, please
speak up. We’re all here to do the right thing. We’re all
learning, so let’s work together.”

He then introduced himself by his first name to every
individual inthe room. He flattened the hierarchy, estab-
lished relationships, and created an environment in
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which itwas going to be aloteasier for people tospeak up.
That’s how somebody can create teamwork, or create a
mindset that helps people work together effectively.

How do you “sell” teamwork to a clinician who is
skeptical, or simply feels too busy?

We show them that by investing asmallamount of time up
frontin effective communication, building the team, and
creating acommon mental model, that their clinical day
is going to be simpler, safer, and easier for all involved.

One example comes from briefings in operating rooms.

When we first launched our briefings project in Kaiser

Orange County [California], the surgeons were saying,

“Why should I care? Why should | do this?” What we were
talking about was a one- to two-minute focused conversa-
tion in the operating room before they started the opera-
tion. The “wake up” for the surgeons was the realization

that the other OR staff frequently did not share the clear
picture they had relative to the procedure, and through

briefing—getting everyone on the same page—theywere
far more likely to have the correct equipment, people,

and skills present to get the job done well.

The greatest upside to the surgeons—what won them
over and made briefing “the way they do business”—was
the realization that this small investment of time in
effectivelycommunicating with the team prevented about
90 percent of those magic moments in the middle of a
case where things come to a screeching halt because
something essential is missing and everyone has to wait
while the equipment, supplies, or person is obtained.
Briefings were effective because the people doing the
work saw a significant return on the investment of their
time to make sure everyone knewwhat the game plan was.

What was the improvement there?

The surgeon, the anesthesiologist, the nurse, and the

scrub nurse or technician all engaged in a one- or two-
minute conversation about what were they going to do,
what equipment they would need, what they would need
from each other, and any special factors. The surgeon

would go firstand say, “Thisiswhat | need you all to know
when I’'m doing a case.” And then it was everybody else’s
turn to say to the surgeon, “This is what we all need to
know from you.” The striking part here was the looks of
interest and outright surprise on their faces. The sur-
geons had no idea that it’s a big deal to the nurses

whether the surgeon is on call (the nurses want to know
if they’re going to have to answer the surgeon’s pager 45
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times in the next three hours). Realizing that frequently
the doctors did not know the names of the others they
were working with, they also incorporated having every-
one write their names on the magic marker board where
they count the instruments and sponges, and the physi-
cians agreed to use their names. Familiarity was the key:
it’s much easier to talk to somebody with whom you have
arelationship.

A year into this OR briefing project they had substantial
results; in fact, they had the highest scores across Kaiser
Permanente in perceptions of safety climate and team-
work in the operating room. An unanticipated, but won-
derful, benefit has been reduced nursing turnover—19
nurses the year prior and none since. Eighty percent of
the nurses in those operating rooms said they were
comfortable speaking up and that they felt that their
input would be welcome. That’s probably a record per-
centage for the operating rooms that I’ve worked in.

Do physicians and nurses communicate differently?

Yes, and this is important to reconcile if doctors, nurses,

and others are going to effectively communicate. Nurses
are trained to be narrative and descriptive; the end result
is that they describe things with broad brushes. Physi-
cians, on the other hand, want the headlines: “What’sthe
problem? What’s the fix?” So what happens millions of

times a day in American health care is that a nurse picks
up the phone and starts to describe a situation with a

patient, painting a broad narrative picture. Meanwhile,

the physician on the other end of the phone is thinking,

“What do they want? Tell me what the problem is and

we’ll fix it.” That’s the fundamental mismatch in how

these people are communicating.

One tool we have used widely to bridge this difference is
the Situational Briefing model, or SBAR (Situation, Back-
ground, Assessment, and Recommendation). SBAR is
helpful for the nurses when they pick up the phone,
because they know that after they describe the situation:
“I’ve got Mrs. Jones, who is acutely short of breath; and
the background: “She’s got chronic lung disease, has been
sliding downhill, and now she’s suddenly worse”; then
they have to get to the assessment: “I don’t have any breath
sounds on the left side of her chest. | think she’s got a
pneumothorax;” and finally, the recommendation: “I need
you here now. | believe she needs a chest tube pronto.”

Continued on next page
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From Theory to Practice

Continued from previous page

SBAR not only ensures that every-
body gets what they want, but also

helpsdevelop critical thinking: when
people pick up the phone, they have
thismodel intheir mind of what they
actually have to deliver. SBAR is an

effective bridge foragroup of people
whointeractall day long, butwhoare
trained to communicate differently.

We show them that by investing a
small amount of time up front in
effective communication, building
the team, and creating a common
mental model, that their clinical
day is going to be simpler, safer,
and easier for all involved.

rather independent operators at dif-
ferent skill levels often not on the
same page.

What skills influence clinicians’
operating in a team structure?

There are specific teamwork skills
for people in medicine that appear
to be universally applicable across
health care from open-heartsurgery

What is the difference between
novice and expert decision makers?

An“expert”—an internist, surgeon, or nurse who’sworked
in medicine for 10, 15, 20 years—makes decisions by
pattern matching. When they see a patient or a clinical
situation, they have a large mental library of experience
to match against. They canwalk intoaclinic oremergency
room and their gestalt is, “This patient’s sick,” and then
they start to fit the patternsin order to get to, “Bingo! It’s
this, and I’'m going to do these things, and this is how
we’re going to verify or ensure that we’re correct.” Itisa
rapid process, and quite accurate if the expert continues
to confirm the diagnosis against incoming information.

For “novices” (medical students, interns, new nurses,
nursing students, or even traveling nurses) the mental
file folder is empty. They need to use a procedurally-
driven process in making decisions, which is quite slow
and prone to error. One example is a brand new intern
clutching her Washington University manual of medical
therapeutics as if life itself emanates from it—because
she doesn’t know how to make decisions. What she does
have is a “cookbook” that says, “If a patient has heart
failure, do the following 12 things.”

What'’s critical when experts work with novices—which
happens every day—is for the expert to slow down a little
bit and realize that the novice cannot perform on their

level and keep up with them. The expert needs to explic-

itly state—to the pointthatseemsoverly obvious—what is
goingon: “Thisisthe problem. Thisishowwe’re going to
fix it, and this is how we’re going to know if we’re right.”
The expertonthe team needsto go throughthat process,
otherwise he or she ends up thinking, “This novice iskind
of useless. I’'m just going to fix the problem,” and the
novice onthe teamends upwondering (but notlearning)
“How did he know that?” The experts need to go out of
theirwaytoinclude the novices in the process, so they can
become experts. Otherwise they are not teammates, but

FORUM
July2003

to the ICU to the outpatient clinic.
One, which I've already discussed, is briefing: getting a
group of clinicians to set the stage and communicate
effectively. Another is assertion.

Assertion is usually not a big deal for physicians because
they’re at the top of the food chain, but it’s a huge issue
for people lower in the hierarchy. What we’re talking
about is how we can we give less empowered people a
mechanism for speaking up when they see something
wrong. We don’t want somebody standing in the room
saying to herself, “This is a mistake,” but unable to tell
people. When we’ve looked at survey data—using Brian
Sexton’s survey>—a high percentage of nurses say it
would be difficult to speak up if they saw a physician
making a mistake. In the JCAHO data on wrong site
surgeries, the majority of the time someone in that OR
knows the wrong thing is being done and can’t find away
tosayso.*

A while back in my institution, an anesthesiologist and a
circulating nurse took an awake patient to the operating
room for shoulder surgery and proceeded to put in a
nerve block onthewrongshoulder. The scrub nurse knew
they were wrong, and started talking to them, but in an
oblique way (nicknamed “hint and hope” in the aviation
world)—whichis quite typical. Their perceptionwas, “We
don’tknowwhatshe’stalking about. She’sbeingapainin
the neck. We’ll talk to her later.” So they continued on
and performed asuccessful procedure onthewrongside.
Afterwards, the scrub nurse’s version was “I told him he
was doing the wrong thing and he wouldn’t stop.”

What else?

Situational awareness is another universal team skill. How
do we keep everyone on the same page, and what are the
red flags that tell you that you’re getting off in the
margins? (For example: things are going sour with the
patient and it gets quiet, as opposed to enhancing and
increasing the communication. Oryou get the sense of “it
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doesn’t feel right"—as an expert the pattern you are
matching is telling you things didn’t go well the last time
you saw this.) Ideally, these skills tie together: everyone’s
onthe same page, if someone sees (or senses) something
that makes them uncomfortable, they have a standard
way to openly communicate that to the rest of the team.

The last skill I’ll talk about today is debriefing. This is an
opportunity forindividual, team, and organizational learn-
ing. At the end of the day or a procedure, the people
involved can spend two to three minutes talking about
“How did it go?” The more specific the debriefing, the
more value it has. “Whatwentwell, what was difficult, what
could we have done differently, and what did we learn.”

“Agreat study on the incorporation of minimally invasive
cardiac surgery reveals that teamwork and human factors
played a large role in the teams that had the fastest

learning curve and the best clinical outcomes.® The key
components were having dedicated individuals on the

team who put a lot of value on debriefing. At the end of
each procedure, theywould say, “What did we learn? How
could we do itdifferently? How are we going to come back
to the table next time?”

What are some of the clinical teamwork skills that
clinicians can use everyday in primary practice?

The University of Utah family practice program is using
the first appointment slot of each day to have an all staff
briefing. The effect, so far, is that the time for a patient to
go through their system has been cut in half simply by the
staff spendingalittle time at the beginning of the day to get
on the same page, to look atwho’s coming in, the jobs, the
challenges, and how they can approach those together.

Another technique being used at a number of Kaiser
primary care clinics is the five red flags, which can be
customized for any particular team or care environment.
These are fundamental sources of risk—different for
everysetting—deserving teamwide attention. For example:

= What are the five medications our patients are on
that increase the risk of having a problem?

= What are the five conditions that we cannot afford
to miss in our clinic (like acute heart attack or MI1)?

= What are the five tests we can’t afford to lose?, or
= What are the five ways that the ball gets dropped?
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This exercise creates a common conversation in an out-
patient clinic where they say, “This is the stuff that causes
problemsand puts people atrisk. These are the thingswe
want to think about every time.” Italso createsacommon
mental model and a common safety net across that care
environment.

Where do you go with this?

Our next phase in the OR is using direct observation to
try to collate actual individual task performance and

teams behaviors. Ultimately, the Holy Grail, is to demon-
strate the impact of briefings on clinical outcomes. We
are also seeing more and more evidence that if we invest
in improving the environment for the people delivering
care, everybodywins. =
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Changing Culture: Pilot Implementation of MedTeams in Labor and Delivery

by Susan Mann, MD

Dr. Mann is Director of Quality Improvement for Obstetrics/Gynecology, Beth Israel Deaconess Medical Center.

Recently, a patient persisted in her request for a
vaginal birth after a previous cesarean section

despite troublesome changes in the fetal heart rate pat-

tern. This decision caused her attending obstetrician
some concern about the risk of a potentially catastrophic
uterine rupture. A last-resort measure to use an

amnioinfusion to monitor the labor was begun. Shortly
thereafter, the patient’s nurse, aware of this uterine

rupture risk, notified the physician when the

amnioinfusion procedure had an unexpected finding. As
aresult of their shared mental model, the procedure was
stopped, the patient was able to have a vaginal delivery,
and a potential uterine rupture was averted.

Health care istruly ateam process. While individuals may
hold key pieces ofinformation, patientsafetyisenhanced
only when that information is shared. The above event
illustrates some of the impact of aculture change that has
taken place in the Labor and Delivery Unit at Boston’s
Beth Israel Deaconess Medical Center! (BIDMC) over
the past year. This change in culture promotes patient
safety and an increased sense of a shared responsibility
for patient outcomes. It has been brought about through
a strong commitment to teamwork training.

The patient safety crisis detailed in the first Institute of
Medicine report, To Err is Human,? is highlighted by

medical malpractice judgments that have reached his-

toric proportions, especially when obstetrics is involved.
For some obstetricians, the rise in insurance premiums
threatens to force them to leave or limit their practice.?

The IOM’s follow-up report, Crossing the Quality Chasm,
recommended focusing on teamwork, citing the success
that the aviation industry has had with team-driven safety
models.® Thisrecommendation had particular relevance
to labor and delivery units: a high-risk environment in

which decisions must be made quickly, with care coordi-

nated between multiple disciplines (obstetrics, nursing,
anesthesia, and neonatology). These decisions, and the
quality of care provided, have an impact on the health of
not just one, but two patients, mother and baby.

Brought to light by the IOM recommendations and the

crisis in obstetric malpractice was the fact that no vali-

dated system currently existsto improve the coordination
of care in labor and delivery. In 2002, BIDMC began to
explore improvement methodologies.
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The MedTeams Study

In January 2003, a multi-centered randomized controlled
national trial, involving 15 military and civilian hospitals,
utilizing teamwork training in obstetrics began. BIDMC,
while not one of the hospitals participating in the study, is
the lead hospital in the development of the “MedTeams”
teamwork obstetric care delivery model being used at the
studysites. The MedTeamstraining program evolved from
two decades of study involving aviation safety training by
the United States military.® The behaviors and skills that
reduce error in the high-stress aviation environment were
firstadapted for application in hospital emergency depart-
ments and are now being modified and evaluated for use
in labor and delivery units.”*°

The basic principles of MedTeams involve the develop-
ment of small, multi-disciplinary teams. Teams are kept
small to enable team members the ability to maintain 1)
an up-to-date (situational) awareness of the status of
patients assigned to the team and the workloads of
individual teammates, and 2) close proximity to each
other so that frequent coordination, communication,
andsimple observation (cross monitoring) of fellow team-
mates can occur. The intent of this small team size and
close proximity is to improve moment-to-moment care
coordination and to provide opportunities to identify
errors before they result in serious harm to the patient.
Teams do not remove autonomy from the practitioner
nor do they disrupt well-established physician-patient
relationships. Rather, they serve as a “safety net” to
reduce error, increase efficiency, and optimize outcomes.

As the pilot site, and in preparation for the larger multi-
centered trial, BIDMC implemented MedTeams in its

labor and delivery unit in July 2002. Preparation began
back in January 2002 with identification of a steering

committee to guide the process and the commitment of
the medical and nursing staff. Beginning in April 2002,

more than 200 obstetricians, nurses, anesthesiologists,

midwives, residents, and support staff attended a four-

hour training course of classroom instruction and exer-
cises. Each class session involved approximately 20 pro-
viders from all disciplines.

The course content explains the value and power of teams
and teamwork, including specific behaviors and skills to
improve the coordination of the team in the delivery of
safe patient care. The participants have an opportunity to
practice and role-play many of the skills necessary to
participate as effective team members. The response and
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evaluations of the classeswere universally favorable. Team-
work communication techniques and conflict resolution
are subjects not, generally, addressed in medical or nurs-
ing school curricula, nor have they been the subject of
postgraduate training courses.

Implementation

Following the completion of staff training, the unit was
divided into smaller groups, or core teams, that provide
direct patient care. In addition, a coordinating team was
developed comprising a resource nurse, obstetrical at-
tending physician, obstetrical anesthesia attending phy-
sician, and the chief obstetrical resident. Prior to the

implementation of MedTeams, when shifts changed on

BIDMC'’s Labor and Delivery unit, the disciplines signed
out to one another independently. Following the imple-
mentation of MedTeams, in July 2002, interdisciplinary
meetings are held to conduct an “aerial view” of the unit
and then do appropriate resource management.

The steering committee members worked as coaches
helping to form teams, hold meetings, and reinforce
concepts central to the MedTeams training (including
conflictresolution). The coaching process was sustained
for two weeks. Initially, the coaches were present for a
portion of a shift and often had clinical duties simulta-
neously. Initially, the vital role of coaching was not fully
appreciated by the steering committee. An important
lesson learned was that, in order to adequately support
the process, coaches could not have dual clinical and
coachingresponsibilities. Inaddition, to adequately rein-
force the process of culture change, coaching should
have been sustained as an individual activity for a longer
time frame.

Resistance to a change in the culture on the unit was seen
in failure to attend core team meetings. The steering

committee established an e-mail address for providers to
post questions or comments. The steering committee

continued to meetweekly to discuss issues such as manag-
ing resistance as well as to evaluate feedback. The resis-
tance to core team meetings reduced over time, especially
when the purpose of the meetings became clearer and

participants saw how these meetings differed from the

routinesign-out.

The core team meetings became an opportunity to dis-
cuss care plansand risk assessments for laboring patients.
Any member of the team could ask questions about the
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planin anon-threatening environment. Some questions
helped identify potential errors (e.g., several patients
who were identified as high risk for hemorrhage were
crossmatched for blood, a severely asthmatic patient was
given stress steroids after her attending had overlooked
a previous question about that need).

These meetings were also an opportunity for mentoring
of newer nurses and physicians. In one case, an experi-
enced physician helped a newer physician care for a
difficult case involving a patient who had desired a
vaginal delivery instead of a repeat cesarean section. This
improved communication helped to increase satisfaction
for the patient and to reinforce the skills of the newer
physician. Clearly, thisinteraction only occurred because
the subject had been raised duringacore team meeting...a
meeting that was primarily the result of the culture
change introduced through MedTeams.

Anotheraspect of the training was shared mental models,
i.e., each member of the team: the physician, nurse, and
resident caring for a patient, has the same vision of the
plan of care for that patient. When vocalized and under-
stood by all team members, the shared mental model

allows anyone to observe when the plan is not being

followed and to question whether the digressionisalapse
orif the plan has changed and the team was not updated.

Follow-up

A series of multidisciplinary staff meetings were held on
the BIDMC Labor and Delivery unit. This allowed staff to
discuss concernsand voice suggestions during the first six
months after implementation of MedTeams. After insti-
tuting changes on the unit, the steering committee ob-
served that reinforcement was necessary to sustain con-
cepts and share successes. This next phase included the
department chairman meeting with physicians in small

groups to emphasize the importance of active participa-
tion. The Labor and Delivery nurse manager similarly

held meetings to reinvigorate the nursing staff. A one-

hour, mandatory, refresher course was developed to

reinforce important concepts, such as communication

techniques, using actual scenarios that occurred in labor
and delivery under MedTeams in which positive change
occurred. Inaddition, coaching was reinstituted to assist
in mentoring the MedTeams process.

Continued on page 18
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I’'m a Surgeon, Not a Teammate

by William Berry, MD

Dr. Berry is a consultant for Risk Management Founation of the Harvard Medical Institutions, a recent graduate of the Harvard School of Public Health,

and a cardiac surgeon.

Asu rgeon can stand in the same two square feet of
operating room staring at the same six square
inches of patient for hours at a time. Our focus can be so

intense that the rest of the world meltsaway. Any surprise
that surgeons do not feel like they are part of a team?

Here is how many of my colleagues and | think:

“These are my hands. | am responsible for what
happens at the ends of my instruments. | have
special training. | have earned advancement on my
own merit, because | am good at what | do. No one
else in the room can do this.”

Surgeons are trained to be self-reliant; even though we
work on teams from the beginnings of our careers and
do our most critical work—in the operating room—in

teams, many of us do not view ourselves as doing “team-

work.” We were trained to be soloists, we do not really
like playing duets. In fact, we’re more likely to see
ourselves as the conductor with ultimate responsibility
and complete authority.

“This is my patient. | saw him before surgery. | do
the operation. I will take care of him afterwards. No
one else has that responsibility and nobody knows
what | know . . . or needs to.”

While we (surgeons) realize that the people around us

perform technical services that are essential, those indi-

viduals do not have the big picture. Theywill not be there
when it is all done. Only the surgeon will be there if
something goesseriouslywrong. No matter what we say or
do, we feel responsible. From our first exposures as

medical students, thisresponsibility isinfused. On rounds,
in the operating room, and at morbidity and mortality
conferences, our characters are forged in the shape of
individual responsibility. Those who make incisions on
the human body and cause injury in seeking to improve
health bear a unique burden and take that burden

seriously. And, when there are complications, we feel

individual responsibility.

Complicationsare afactineverysurgeon’sworld and that
reality is often difficult to deal with. While we may default
to the surgical ABCs (accuse, blame, and criticize) when
things go badly, we are filled with the doubt that comes
with the individual responsibility we assume. We are

always thinking, “Could | have done something differ-

ently that would have prevented this?”
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From Personal Introspection to Team-based Solutions
Self-doubt can be a good thing. The introspection of
surgeons keeps us constantly improving, always analyz-
ing, and never satisfied with whatwe do. We are individual
continuous quality improvement machines. However,
the key word here is “individual.” With this strong bent
toward individual responsibility and accountability in an
environment that requires team function, what can we
surgeonsdo?

First, we can communicate. The other people in the
OR—even the other surgeons—are not mind readers.
They cannot know what we need or anticipate a future
need unless we share that with them. Sharing implies
retention of control of the information; we are not giving
it away. Surgeons like to control the flow of information
when we work. Extraneous information just gets in the
way. Sometimesthe people around us can knowtoo much
and that can cause trouble too. Surgeons believe that
when the people who help us know too much, they will
begin to act independently with the information. We
believe that by keeping information to ourselves, we will
retain more control.

Problemsarise, however, when parsimony with thatinfor-
mation makes the surgeon the only one who knows what
isgoing on. Thisbecomes particularly visible when some-
thing serious goes wrong or when a team action is re-
quired quickly. Many times, the people around the sur-
geon will compensate for possible crises in advance. OR
nurses will order more equipment than they know they
will need, “justin case.” Theywill have the instrument sets
to do an open or closed cholecystectomy so that the

surgeon will not have to wait if the situation demands

change. Many times this is unnecessary and wasteful of
time, space, energy, and money. Most of the time, the

surgeonis noteven aware thatthisisgoing on. Extrasteps
are taken because the information to make a reasonable
decision is not available.

The antidote is communication. Information sharing
makes everyone around the surgeon feel involved and
accountable. In an operating room where groups of
people are often thrown together for a single case or a
single shift,anonymity isthe rule. Nurses and technicians
float from one room to another to give each other breaks,
disrupting the continuity of the surgery and making
information sharing even more difficult. Communica-
tion can bring the operating room team back together.
The surgeon can empower others in the room by sharing
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informationwith them; making them
feel a part of the team and thereby
improving their performance.

At the beginning of the case, share
information. If someone is new be-

Surgeons believe that when the
people who help us know too
much, they will begin to act
independently with the information.
We believe that by keeping
information to ourselves, we will
retain more control.

forextubation because the anesthetic
was planned for a longer case? Have
you ever had to wait for instruments
thatyouknewyouwere goingto need
but only assumed everyone else

knew? Not every eventuality can be

cause of shift change or a break,

share information again. Overcome
the inclination to remain silent in anger because they’re
getting a break and you’re not. Share information. If the
anesthesiologistisrelieved to go eatlunch and the report
that was given was not adequate in your judgment, share
information. Do not remain silent thinking that it is

someone else’s responsibility. Do not find yourself later
saying, “I knew that was going to happen.” Do not rely on
telepathy. Share information. Everyone, including the
patient, benefits.

Captain of the Ship, Member of a Team

Being a good team member should not be confused with
abdicatingaleadershiprole. Everyone onateam needsto
be clear about his or her role. Team members will be
more secure and confident when they are clear about
what is expected of them. In the operating room, the
team looks to the surgeon for leadership. A ship really
does need a captain. But, that need not get in the way of
us also functioning as a member of the team.

That does not mean that we (surgeons) should expect or
encourage only one-way information transfer. Rarely, do
we have the complete picture. The anesthesiologist,
nurse anesthetist, scrub nurses, circulating nurses, and
technicians all have unique vantage points and informa-
tion that is potentially useful or even critical for good
decision making by the surgeon—information that needs
to be shared. Surgeons who encourage communication in
the operating room gain access to knowledge that would
otherwise remain hidden.

We should challenge ourselves to take the following
(simple) steps to reduce the risk of patient harm.

Share the Case

For example, have you ever started a procedure knowing
that a blood transfusion was likely, not shared that infor-
mation with any one but the chart, and then been
frustrated whenittook 20 minutesto get the blood? Have
you ever not bothered to tell the anesthesiologist that this
was going to be a particularly quick case only to have to
waitat the end of the operation for the patient to be ready
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foreseen, but most of the above situ-
ationscan be avoided by sharing asketch of the case at the
beginning of the operation with all members of the team.

Take the first few minutes after you put on your gown and
cometothefieldtoorganize the operation. Tell everyone
what you plan to do, what you expect to happen, and how
you think it’s going to go. Raise special issues you might
have, ask for equipment, blood, or drugs in advance. Now
is the time to have someone find the suture that you’re
going to need in 10 minutes. Now is the time to let the
anesthesiologist know thatyou’ll need themto reposition
the patientseveral timesduring the operation. Now isthe
time to agree on a strategy for antibiotic or fluid admin-
istration. End by asking for questions in a way that
encourages everyone to speak. The whole process
shouldn’t take very long and in the long run you’ll save
time, reduce frustration, and keep everyone involved.
Painlessteamwork.

Remove the Barriers

Have you ever been frustrated to find the anesthesiologist
giving large volumes of fluid to treat hypotension instead
of bringing the problem to your attention, whenyou were
compressing the vena cava and did not realize it? That
kind of necessary information transfer can only take

place when it is made clear that the surgeon is open to

hearing it—or better, encourages it. We pay dearly for

creating barriers. Inadvertently, we discourage commu-
nication through direct comments and our perceived

attitudes. Without realizing, we send silent (and some-
times not so silent) messages to those around us that we
are not open or interested in what they have to say. Then
both they and we suffer for it. It takes conscious effort to
change these perceptions, but the payoffs are great.

The atmosphere that you create at the beginning of the
case sets the tone for everything that follows, so do your
responsesto questions. If you seem annoyed or short, the
message will get through that you don’t want any input
and you’ll miss information that isvaluable. Communica-

Continued on next page
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I’m a Surgeon (continued)

Changing Culture (continued)

Continued from previous page

tion will shut down. If you find yourself in a position

where you can’tanswer politely, put the question on hold
andanswer itlater. You will be rewarded with the informa-
tion that only multiple perspectives can bring.

Share Names

Often, everyone in the operating room knows the

surgeon’s name (and each other’s) but the surgeon does
not share the same knowledge. If you cannot know
everyone iswho isworking in the OR today, make it your
project to see that you can call everyone by name.

Ata minimum, everyone working in the OR should have
their names listed on a board and wear a readable
nametag. Visitorsshould be identifiable too. Being “name-
less” makes people feel uninvolved and less committed to
what they do. Asking people for assistance by name gives
them recognition as individuals and tells them that they
have value. Theywill do more for you when you do. Work
with the OR administration to see that it happens. If you
believe that it will make a difference, become a cham-
pion. Do not let up until the playing field is level and you
know everyone who knows you.

Give Thanks

Finally, take the time to thank the other members of the
team before you leave the room. You cannot thank

people enough and they do not assume that you thank
them when you do not say it. Even when it seems redun-
dant, do it. Even if you know that you will not work

together as a team again, thank people for their efforts.

Do it when you believe they were only “doing what they
are paid to do.” Your recognition of the efforts of others
costs nothing and improves the experience of everyone
in the operating room.

Yes, surgeons are different and we are independent.
Nevertheless, functioning on teams is integral to what we
do. Surgeons need teams; we really cannot work alone.
Therefore, we must learn how to be team members and
team leaders if our patients are to get the care that they
deserve. m
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Continued from page 15

Through the shared mental model, team members are
able to identify when a deviation in the expected plan of
care has occurred and are expected to question and
clarify these variations. Teams are only as good as their
ability to communicate vital information. While these
techniques of giving and asking for information have not
been previously taught, they are skillsthat can be learned.
Another lesson learned is, while itis not always possible to
practice all elementsofthe MedTeams system atall times,
just having a foundation, a common language, and com-
mon understanding allows the obstetrical unit a greater
degree of safety. Thus, if the smaller core teams are too
busy providing patient care to have a meeting, the coor-
dinating team canstill meetand have an aerial view of the
unit, understand the acuity, and help with resource
management until the core groups can meet.

Finally, this culture change would never have occurred
without the time and effort of the chairman of the
Obstetrics Department, the Labor and Delivery nurse
manager, the chief of Obstetrical Anesthesia, and the
steering committee articulating the importance of the
project and always encouraging input from the staff.
Their support and commitment is evidence that the
current national focus on error reduction in medicine is,
indeed, impacting health care. m
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